INTROdUCTION: Effective workforce development is a key investment in producing quality health care. service delivery stakeholders often assume that workforce development is best achieved through short clinical topic training or extended postgraduate courses; however, the views and preferences of primary health care (PHC) nurses have not routinely been sought. This study explores the workforce development needs of experienced PHC nurses in a provincial area of New Zealand.
Introduction and background
The Primary Health Care Strategy 1 and Better, Sooner, More Convenient 2 policies have sought to improve health outcomes, reduce inequalities and provide streamlined, integrated and accessible health care. This, together with an increased focus on health workforce planning, has seen the expansion of roles for primary health care (PHC) nurses, 3 with arguably greater opportunities still to be realised. 2, 4 Expansion of postgraduate education opportunities and Health Workforce New Zealand (HWNZ-formerly CTA) funding to PHC nurses has been an initial step in addressing the education needs of this group; however, limited work has been undertaken to determine what PHC nurses themselves think about workforce development and what delivery approaches are acceptable.
Workforce development and professional development for PHC nurses
Workforce development includes profiling the current workforce then projecting future role and competency requirements and establishing measures to achieve these. Usual strategies adopted are professional development and postgraduate education. 
PHC nurses are defined as:
Registered nurses with knowledge and expertise in primary health care practice. Primary health care nurses work autonomously and collaboratively to promote, improve and restore health. Primary health care nursing encompasses population health, health promotion, disease prevention, wellness care, first point of contact care and disease management across the lifespan. The setting and the ethnic and cultural grouping of the people determine models of practice. 6 Given the breadth of this definition and associated subspecialty groups, limited international research has been undertaken that examines workforce development of the entire PHC nurse labour force, 4, [7] [8] [9] [10] [11] with most studies focusing on single PHC subspecialties, particularly practice nursing. [12] [13] [14] [15] [16] [17] [18] [19] Attributes of a competent PHC nurse have been described; 8 however, limited work has been undertaken to develop specific subspeciality frameworks of responsibilities and skills. 20 New Zealand research tends to focus on practice nurses rather than PHC nurses as a whole, and even then there are gaps in relation to practice nurses' vocational education needs. 34 Changes in models of nursing care are forecast with a need for specialised long-term condition management (particularly technological skills), health promotion and education skills, 21 with some practice nurses believed to have insufficient nursing experience/skills, thus restricting development. 22 Ideally, mature practice nurses should be offered opportunities to self-identify learning needs 23 and consequently change practice, 24 whereas new graduate practice nurses benefit from a structured theory and skills orientation within and adapted to their employing practice. 25 Professional development should provide access to nursing research and evidence for PHC nursing practice, foster optimal teamwork, facilitate development of the Maori and Pacific workforce 26 and offer options to develop specialty skills and clinical knowledge within the workplace rather than only by postgraduate education. 27 Some undergraduate programmes are perceived as inadequate with regard to PHC nursing and, although many PHC postgraduate papers and programmes are on offer, content varies across institutions. 4 Lack of finance, study time and relief staff to cover study leave are significant barriers. 28, 29 Because there is no national framework and no required qualifications, 29 practice nurses-although experienced through years of clinical practice-have no formal recognition. 30 It has been proposed that current educational programmes should be reviewed and work undertaken with stakeholders to evolve workforce development, career pathways and support networking opportunities for PHC nurses. 31, 29 This study, undertaken in mid-2010 over a fourmonth period, sought to explore the views of PHC nurses in one provincial PHO on how best to support workforce development. The following research aims were identified: the identification of the education needs of PHC nurses in the region and how these could be integrated into a locally delivered education programme, and barriers and enablers to the uptake of education and appropriate models of education delivery.
Methods
PHC nurses are a diverse group with a variety of subspecialty roles and a wide range of employers from DHBs through charitable trusts or nongovernmental organisations (NGOs) to GP owners. In this study, in order to understand a broad range of perspectives, the views of all subspecialties were sought. A constrained timeframe common to many externally funded studies presented some challenges and a predominantly qualitative three-part study was designed. 34, 35 Initially a 'scan' of international and national PHC nursing workforce literature was undertaken. This method is used when timeframe and/ or funding do not allow a systematic review and highlights relevant scholarly literature drawing attention to main interest areas and facilitates development of a key point summary. 36 A literature search using MeSH headings and keywords produced a dataset of 58 papers relating to professional development, workforce development. The results were then combined with terms referring to PHC sub specialty groups. A grid was used to reference information and the following themes qUALITATIvE REsEARCH
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WhAT GAP ThIS FILLS What we already know: Workforce development is key to developing primary health care (PHC) nursing as a specialty nursing discipline as well as developing the role and clinical competencies of PHC nurses. There are no agreed education strategy or identified competencies for New Zealand PHC nurses.
What this study adds: In order to meet workforce and professional development needs, New Zealand provincial PHC nurses want more than clinical workforce development. Career mentoring and education for leadership are viewed as equally important, but not routinely offered. A PHC education strategy is needed which incorporates all three aspects.
established: agreed PHC clinical competencies; attributes and skills; overall education needs; preferred educational methods; and barriers and enablers to education uptake. These themes informed development of the participant survey and focus group questions and also results interpretation.
Participants were recruited by personal invitation letter to attend one of two focus groups. A sampling framework was used to purposively select potential participants from a PHO database of PHC nurses according to subspecialty. For the first focus group, nurses were selected from PHC subspecialty management and/or clinical leadership roles where they were responsible for setting and maintaining quality standards of clinical practice and staff professional development. For the second focus group, nurses working as clinicians in subspecialty areas were selected. Between the two groups there was representation from a broad range of possible PHC nurse subspecialty areas (Table 1) .
Thirty-one participants attended the two, onehour-long focus groups, with 13 in the first group and 18 in the second group.
The following methods were applied within the focus groups:
As participants arrived at the venue, written 1.
consent to participate was gained and, before each focus group began, participants completed an anonymous, but subspecialty-identified, individual qualitative survey of their own and other colleagues' workforce development needs (see Table 2 for questions).
Following the survey, audio-recorded focus 2.
group discussion centred on the questions listed in Table 3 .
During each focus group individual comments were contemporaneously scribed onto sheets of paper on the wall. At the end of each focus group comments were ranked for personal importance by each participant, using four differently coloured stickers.
Informal email and phone conversations were undertaken with nurse leaders (of other DHBs and a PHO) about workforce development.
Analysis of each dataset was undertaken by EM and SO (both nurses). First, qualitative comments from participant surveys and individual rankings of the key points from each focus group were collated for qualitative themes and the strength of these themes. Second, transcription data were systematically coded using a broad thematic approach according to common and outlying statements and supported by narrative examples, then individually member checked. 37 Third, email/phone conversations were analysed for commonality and difference. Finally, findings from each of the three datasets were considered as a whole and overall themes reported. Rigour (1) DHB/PHO advisory roles (2) qUALITATIvE REsEARCH was established by the initial analyses being member checked by a nurse working for the local PHO and feedback sought from participants after circulation of a summary report.
Ethical approval was obtained from the Central Region Ethics Committee in May 2010 to undertake the research (URA/10/EXP/016). Particular emphasis was placed on assuring confidentiality, given the small geographical area and potential for identifying participants in the study.
Findings
Participant survey replies in relation to educational and professional development needs were qualitatively grouped, based on identified differences between subspeciality areas. Themes were uniform between the two groups and across the subspecialty areas and between what participants saw as their own needs and those of their subspecialty colleagues. Key education needs were: leadership skills, computer skills, patient education approaches, advanced assessment, evidence-based practice documentation and report writing, and political/strategic engagement.
These themes were echoed and extended in the thematic analysis of the focus group data with themes common to both focus groups and others particular to each group reflecting the different priorities of those with management/leadership roles and those with clinical roles. More subtle differences not able to be picked up through a thematic analysis of the focus group data (which relies on the degree and depth of conversation in the group 32, 33 ) became more apparent when individuals ranked the points scribed during each focus group. When asked to rank the four most important of the 73 items discussed by the leader/manager nurses in Focus Group 1, the four most frequently noted were: the need for and value of leadership • the need for local availability of courses • access to, promotion of, and guidance • about educational courses and pathways the need for career mentoring. • Similarly, when asked to rank the four most important of the 65 items discussed by clinical nurses in Focus Group 2, the four most frequently noted were: the cost of courses • the need for career mentoring • a desire to access library databases • attendance at educational courses. •
Themes common to both focus groups

Career development
A range of opinions were expressed about education pathways and career progression. Some felt nurses' career pathways were driven by their employers, whereas others thought employers 6. What barriers do you see to nurses meeting these needs?
7. What things would help nurses achieve these needs?
8. What is being currently offered for you? (By whom?)
9. How well does it meet your needs?
10. What strategies do you suggest XX PHO could implement to assist nurses to achieve these needs?
11. How do you see primary health care nurses best working together under the umbrella of the PHO? e.g. PHNs, DNs, Plunket nurses etc. Participants talked of wanting mentoring for ongoing career development. Networking with other nurses in similar roles and finding professional supervision was also a challenge.
The one thing I really felt lacking in that position was any support from anywhere, because I didn't have it, I didn't have any support from our Board. …there was myself and another registered nurse working there, but nobody else…, it was a lack of a mentor… we tried to seek supervision from several places and just kept hitting blank walls. (Focus Group 2, Participant 16)
Education to advance career
A common concern was difficulty in finding information about education choices and not easily locating other colleagues with similar education needs, particularly those working in subspecialty areas. It was felt being in a small area inhibited the organisation of high quality, locally based subspecialty education, and some employers were not able to fund attendance to courses out of the area.
…there's a really good link and resources in Auckland and, but it's the cost of four [nurses] to get to Auckland is huge, so… we've never gone to Auckland, 'cause we've often talked about it, loved to go… the cost is just too much, so therefore we don't go. (Focus Group 2; Participant 11)
Themes particular to Group 1 -PHC nurses in leadership roles
Leadership concerns
In Focus Group 1 participants spoke of the need for leadership skills. They felt leadership education would overcome a sense of powerlessness and, similarly, a lack of professional value.
Participants sought a stronger leadership voice for nursing within existing DHB and PHO structures, with these structures viewed as medically dominated with limited opportunities for nursing input into key decision making. There was a desire for coordinated nursing leadership across the DHB region. 
Lack of cohesion in strategy and funding for nurse education
Participants welcomed recent opportunities for PHC nurses to access education, particularly the local courses the PHO arranged, and felt the small relative size of the DHB area could facilitate interaction and reduce competition. However, participants felt a lack of overall workforce develop ment strategy led to a lack of or duplication in training-particularly between primary and secondary care.
And that was highlighted today with one nurse… who works in both sectors, and she said to me, that she'd done this PowerPoint presentation on warfarin management in the primary sector and someone else in her department was doing it from the Initially, lack of funding was described by participants as a key barrier, but this was noted as 'not the whole story' and nurses were sometimes reluctant to take up educational opportunities. Participants described this as 'lack of interest'. However, concern was noted that funding for education had not been effectively passed on to PHC nurses.
Themes particular to Group 2 -PHC nurses in clinical roles
Accessing funding support
Participants in Focus Group 2 were PHC nurses in clinical roles often working for small organisations in isolation from other colleagues and, consequently, with limited access to information about workforce development. Cost was felt to be a major barrier to undertaking postgraduate education. Some participants had applied for HWNZ funding and been declined. A typical response when asked about eligibility criteria was 'I'm not sure'.
Access to evidence
Many participants were concerned they did not have ready access to electronic databases.
I would like access to databases without being… currently enrolled at a university, you can't actually do it and I think we really need continual access to get the right research, important stuff. (Focus Group 2, Participant 13)
Need for a primary health care Professional Development and Recognition Programme (PDRP)
In DHBs the PDRP is linked to salary progression. The New Zealand Nurses Organisation has a Primary Health Care Nurse PDRP which has a linked salary progression component for those who are signatories to the employment agreement. Many participants were generally aware of the DHB PDRP process and were enthusiastic about it. However, many were unaware the PDRP was available to PHC nurses. 
New/emerging work for PHC nurses
New clinical workstreams can signal the need for workforce development and each focus group talked about new activities started in the previous two to three years, including both clinical and professional activity. A range of new activities were mentioned (Table 4) . 
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Nurses described a conflict between wanting education to support this new work and employers' directives to continue undertaking core business; the latter largely governing workforce development priorities.
I don't have time to sit down and do risk assessments and smoking cessation and a lot of those other things that would be nice to do is because, production comes first. So, for me it's, the whole focus for my education… (Focus Group 2; Participant 7)
Nurse leaders' beliefs about workforce development
Nurse leaders from three DHBs and one PHO were interviewed via email or phone regarding strategies for PHC nursing workforce development. They shared key actions identified to promote PHC workforce development and, although documentation and implementation differed, there were common approaches: Recognition and active promotion of the • impact and importance of PHC nursing. Recognition that PHC nurses are a di-• verse group without a common employer or uniform employment conditions and who have not all been able to access DHB workforce development opportunities. Active promotion of the 'continuum of care' • concept 38 which acknowledges that care of patients predominantly occurs in the community with a small portion in hospitals. Development of strategies or frameworks • for nursing (some with separate documentation for PHC nursing). DHB initiatives have included a PDRP, including PHC nurses; New Entry to Practice (NETP) programme including PHC nurses.
discussion
This research was undertaken with PHC nurses representing a broad range of subspecialities in a provincial region in New Zealand. Limitations caused by the focus group method 32, 39 were addressed through individuals ranking the key points and individual qualitative surveys; however, theme saturation may not have been reached, especially when subspecialty groups were represented by only one person.
Despite limited research specifically addressing workforce development needs relating to the broad scope of PHC nursing, concerns raised by participants echo points made in the literature, including the need for the development of a national postgraduate PHC education strategy, national competencies for PHC nurses, recognition that PHC nurses have diverse educational and career development needs, and the cost of undertaking courses.
The research funder anticipated the participants would view the research as an opportunity to generate a list of clinical topics which could be addressed by professional development. What was unexpected was, instead, an emphasis by participants on broad organisational factors that impact on workforce development. Both organisational barriers and enablers to PHC workforce development were identified, with an equal focus or discussion on leadership development, career mentoring and clinical education. It appears PHC nurses did not often have the opportunity to meet in mixed PHC subspecialty forums. While the PHC nurses' employment arrangements were very different and regarded positively or negatively in relation to fostering professional development, the nurses valued the opportunity to discuss broad issues and in some cases find common ground.
Participants highlighted several workforce development facilitators which, although readily available to nurses working in secondary care, are not easily available to PHC nurses. These included: local, affordable and where possible interdisciplinary education and when needed access to specialist training out of the area; career advice and mentoring; access to electronic library databases. A recent practice nurse study described the importance of organisational structures in encouraging professional development and to 'provid[e] opportunities to overcome barriers to post-registration education'. 29 Mitchell (2007) similarly recommended the need to 'evolve workforce development, career pathways and support networking opportunities for practice nurses'. 31 A lack of locally based study opportunities, learning support as well as the cost of postgraduate courses and other study, and similarly qUALITATIvE REsEARCH limited travel assistance were noted as significant barriers, especially for clinical nurses often working in small businesses or NGO organisations. The uptake of HWNZ (and formerly CTA) funding for postgraduate study by PHC nurses in the study area has been limited and reasons for this are not clear. This begs the question why cost and funding, which are largely organisational elements of workforce development, have not already been addressed? It seems that PHC nurses are still not well integrated into a DHB-wide workforce planning solution. Further research is required.
In this study a number of particular education needs and skills training were identified, particularly those arising from new workstreams which in themselves are potentially strong drivers to service delivery change. 40, 41 For example, recent research supports particular skill acquisition for PHC nurses to deliver primary mental health care. 23, 42 In NZ, access to postgraduate education has been equated to career pathway progression; however, Parker, Keleher and Francis 20 point out that this does not necessarily occur and that a career pathway must be linked to national knowledge and skills competencies and these in turn must be linked to career levels. There have been calls by NZ nurse leaders over many years to develop a national strategy for the PHC nursing workforce, including recognised national competencies for PHC nurses and education to achieve these. 6, 43 This call is still unaddressed and initiatives so far have been piecemeal in approach; for example, funding only certain areas of PHC clinical practice such as long-term conditions management.
HWNZ has indicated that all students taking part in HWNZ-funded postgraduate programmes from 2012 will be required to have a career plan that clearly identifies a career pathway that is linked to workforce need. This may go some way towards assisting PHC nurses develop career plans; however, this will not assist those who choose not to undertake postgraduate study or who are not funded, or choose courses ineligible for HWNZ funding, or who wish to take short courses for professional development. Lack of inclination to attend professional development was stated to be an issue for some PHC nurses, but not elaborated upon. Why PHC nurses are disinclined and how many this may be was not able to be explored further in this study and further research is needed.
While participants in this study clearly articulated the need for leadership training and strong nursing leadership within primary and integrated care, Burns 44 notes that leadership programme attendance does not automatically result in effective leadership and that mentoring and coaching is also necessary. It seems that leadership and workforce development through education should be implemented contiguously. 45 DHB/PHO nurse leaders affirmed the need to identify strategies for nursing leadership development. Leadership training provided by these DHBs has been actively promoted to PHC nurses and resulted in enhanced networking between nurses in these areas. Establishing PHC places in NETP programmes, ensuring PHC nurses were included in DHB-offered education programmes, and including and promoting DHB PDRPs to PHC nurses all resulted in PHC nurses feeling valued and seen within these DHB nursing communities. Nurse leaders indicated that when these actions have been undertaken, PHC nurses were more likely to take up postgraduate studies in addition to, or instead of, short skills-based courses.
Conclusion
PHC nurses describe a range of organisational barriers to workforce development with some arguably overcome by national and regional (DHB) facilitation. There is a strong call for a nationally agreed strategy for the PHC nursing workforce, including developing national competencies for PHC nurses. While education has long been recognised as integral to workforce development, this study also points to a need for an equal focus on individual career development mentoring and organisational leadership facilitation. When education, career mentoring and leadership development is simultaneously undertaken within a coordinated workforce development initiative, PHC nurses will be able to optimally use their skills in nursing service provision.
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